There is a need for a standardized psychological method of evaluation of psychopathology comparable to the standardized psychological method for evaluation of intelligence. A quantitative approach to the identification of maladaptive behavior patterns is provided by the Structured Clinical Interview (SCI). The SCI was designed to serve as an individual test of social and psychological adjustment. It can provide reliable scores when it is administered and evaluated by a specially trained clinical or counseling psychologist. It may be used to compare patients with one another, to follow up changes in individual patients, or to detect Ss with potential pathology in the community.
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There is a need for a standardized psychological method for evaluation of psychopathology comparable to the standardized psychological methods for evaluation of intelligence. Such an evaluation has to be based on the accumulated clinical knowledge about abnormal behavior, but must select a representative sample of molecular behaviors which can be reliably assessed in an individual testing session and which lead to quantitative determinations. The resultant scores can be employed as independent indexes and, when standardized against norm groups, can be used to make comparisons among groups and among individuals, as well as to detect changes in an individual over the course of time. Individual intelligence tests such as the WAIS and the Stanford-Binet have made important contributions to the understanding of mental abilities. A quantitative method for evaluating psychopathology would facilitate systematic studies of diagnosis and of response to treatment.
The Structured Clinical Interview (SCI; Burdock & Hardesty, 1962 , 1964 , 1965 ) is a technique which provides a quantitative evaluation of an individual for psychopathology. The SCI consists of an interview schedule, together with an inventory of 179 items which are incorporated as an integral part of the protocol to be marked True or Not True by the examiner during the interview on the basis of S's responses and behavior. The interview usually takes about 20 min. The examiner records his judgments during the interview, so that no additional time is required for completion of the inventory after 5 has departed.
The SCI is intended for use both in screening and for determination of changes in psychopathology. It incorporates design features derived from psychological research:
1. A structured-interview protocol contains the stimulus input for the examiner with a preselected set of behaviors on which S is assessed as the examination progresses, similar to the WAIS and the Stanford-Binet.
2. A relatively mild tone of inquiry is set by stimulus questions which focus on specific content areas relevant for evaluation of psychopathology, but without insisting on detailed disclosures so as to avoid the effect of pressure.
3
. Somewhat ambiguous open-ended input questions require S to construct his own responses, which thus tend to reflect his, rather than the examiner's, intentions.
4. Any response tendency to be communicative is reinforced by display of sympathetic interest and by avoidance of a judgmental attitude. The examiner is trained to accept S's value judgments impartially, and to encourage a hesitating respondent by asking in a tone of friendly interest: "Can you tell me more about it?" 62 5. The examiner is also trained to modify his own behavior as necessary in order to set the stage for a significant response. For example, a miniature psychological experiment is embedded in the interview to determine S's capacity for positive affect. At a predetermined point in the interview, after S has completed his response to: "What about your sense of humor?" the examiner smiles and, if 5 has smiled, says: "You haven't forgotten how to smile." But if S has failed to display a spontaneous smile, the examiner seeks to evoke one by smiling and asking: "You haven't forgotten how to smile?" 6. Inventory items are juxtaposed with the stimulus material where the corresponding behaviors are most likely to be elicited, so that the examiner can complete the inventory during the interview, a technique which retains the quantitative feature of the questionnaire as well as its immediacy, but which reflects a professional judgment rather than a self-evaluation.
7. An effective compromise is struck between detail and brevity by the 20-min. average length of the interview, so as to make the procedure suitable for screening in a wide variety of situations.
8. A concentration on current status, rather than on historical or dynamic source material, makes possible repeated applications for assessment of changes in pathology over time.
9. The inventory is a record of the judgments of a specially trained psychologist carrying out observations in a controlled setting. While a professional actor could learn to conduct the interview in a highly competent manner, the value of the judgments depends intrinsically on the experience and training of the psychological observer.
The comparatively neutral stimuli used in the SCI are intended to minimize any tendency of S toward acquiescence or disavowal. It is, therefore, desirable that the SCI be administered before any more probing inquiries, so as to avoid possible aftereffects of reinforcement of such response tendencies.
The inventory was constructed by identifying in the psychological and psychiatric literature areas of psychopathology generally recognized as having symptom significance. Each of these areas was then broken down into molecular items which reflect pathological verbalizations, attitudes, and behaviors displayed during the interview. The interview, in turn, was constructed so as to provide a uniform stimulus context in which to direct S's attention toward these areas of adaptation, and to give him an opportunity to exhibit ideation and behavior from which the psychologist can judge the presence or absence of psychopathology. In order to minimize any tendency by the examiner to project premature diagnostic conclusions into his judgments, the SCI has been designed with items calling for molecular judgments of presence or absence of concrete behaviors and attitudes. In addition, the examiner in his training is inoculated for objectivity by the stress laid on the importance of assuring that his specific item judgments remain uncontaminated by diagnostic preconceptions so that they may serve as an independent criterion. The approach to areas of potential pathology is oblique rather than direct, but questions are nevertheless phrased in such a way as to preclude simple "yes" or "no" responses. The interview thus resembles a projective technique in that the interviewer's statements or questions serve as ambiguous stimuli which S, to some extent, invests with his own meanings. Although the stimuli are ambiguous, the responses are evaluated with explicit reference to the preselected behavioral items of the inventory.
The items of the inventory have been printed opposite those interview questions which, as experience has shown, are most likely to elicit the relevant behavior. This ordering of the items is intended to facilitate the examiner's task of locating relevant behaviors, but he is trained to be alert to record a significant item when it occurs earlier or later in the interview. Table  1 shows some typical sections of the SCI.
INTERNAL CONSISTENCY
Initially, before the items had been segregated into subtests, a total score was computed by simply summing the items of maladaptive behavior observed. The internal consistency of the SCI was determined by point-biserial correlations between items and total on a sample of 870 mental patients. One hundred thirty-four items showed significant positive correlations with total, that is, had 95% confidence bands which did not include zero. The items of the SCI have been clustered into 10 nonoverlapping subtests by the following procedure: (1) Initially items were constructed so as to represent significant areas of psychopathology on the basis of clinical and theoretical criteria. (2) Pointbiserial correlations were then computed between items and subtest areas. (3) Frequency of occurrence of each item was balanced against magnitude of correlation in order not to exclude rare but critical items. (4) Stability of correlation was determined by replication of the point-biserial correlations in samples of chronic resident patients, of new admissions, and of normals. The authors examined each item in the light of the four criteria, and reassigned items on the basis of discussion and agreement. After several reshufflings of items and recomputations of the point biserials, when no further improvement could be obtained, the final assignments of items to subtests were cross-validated on a fresh sample, and intercorrelations among the subtests were determined. Correlations between subtests and total score averaged about .SO; average intercorrelation among the subtests was about .10. Table 2 shows these intercorrelations.
A great deal of confusion has been engendered in the psychological literature by the loose application to various empirically derived scales of diagnostic terms which imply a medical judgment. Thus, the label "anxiety" has been applied to: (1) a set of items selected from the MMPI which reflect an S's self-report; (2) a low threshold of response to stimulation of the sympathetic branch of the autonomic nervous system hi laboratory experiments; (3) an inferred inner state which is reflected in poor performance on an intellectual task (see, e.g., Mowrer, 1948) . While it may be argued that one or all of these three are correlated with clinical anxiety as judged by a psychiatrist, the degree of correlation may vary, and they are certainly not operationally identical with the meaning of anxiety in clinical psychiatry. In order to avoid suggesting any specific diagnostic implications, the subtests have been assigned neutral but psychologically descriptive names. Brief descriptions of the item content of the 10 subtests follow:
1. Anger-Hostility (27 items) is sometimes reflected in verbalization, sometimes in action: fit of anger; trouble with the law; irritable; jealousy, bitter envy; hatred for relative or associate; angry when criticized; people push him around; does not care if he harms other; hits or attacks people; expresses resentment; accuses interviewer; acts contemptuous; belligerent; shouts, yells; menacing gesture; throws something; bangs or stamps; tears or breaks; looks angry; turns away.
2. Conceptual Dysfunction (28 items) is concerned with disturbances of concept formation, concept retention, or concept evocation which interfere with cognitive functioning, and which express themselves in defects of communication, orientation, memory, attention, and concentration: fails to give name, 3. Fear-Worry (12 items) reflects the apprehensions that 5 voices or displays: bothered by feelings of nervousness or anxiety; periods of depression; worries a lot or cannot stop; lots of fears or fears of different things; fear of insanity or of losing control; irrational fear; concern about panic; depressed or despondent; broods; irrelevant thoughts; sense of humor lost; weeps.
4. Incongruous Behavior (25 items) indicates modes of expression which seem contradictory to one another or which are anomalous and unusual ways of doing usual things: drags feet; hand is clammy; face dirty; hair unkempt; dirty or bizarre clothes; smells of urine or feces; tells of compulsive acts; incongruous emotional response; gesticulates; frenzied excitement; fleeting expressions; frightened expression; attack of panic; stands up; rubs, scratches, picks; pulls or tugs; rituals; writhes; restless; poses; tic; fidgets; giggles; belches, clucks, grunts; tremor.
5. Incongruous Ideation (28 items) consists of items reflecting contradictory emotions, strange or bizarre notions incompatible with reality, outright delusions, or ideas which are uncoupled from the socially ex-pected emotional toning (i.e., ideation with inappropriate affect or without affect): blames others; tells of period of elation; nothing bothers him; enjoys cruelty; "possessed"; enjoys tragic events; says he feels "high"; has uncorroborated disease; body changing in size or shape; body rotting; has fatal illness or is about to die; people or things look weird or distorted; food suspicious or poisoned; weird thoughts; things unreal or dreamlike; being punished for sin; harmed by stranger; mistreated by authority; ideas of reference; harassed or persecuted; mind controlled; has unknown enemy; superhuman power or knowledge; worldwide fame; idle fixe; expresses extreme elation.
6. Lethargy-Dejection (17 items) is reflected in physical as well as in emotional expression: feels tired; does not smile; no interests; enjoys nothing; no plans; flat affect; says little; faint voice; monotone; slow speech; sad expression or dejected posture; sighs; immobile; eyes closed or head averted; impassive expression; slow movements; hardly talks.
7. Perceptual Dysfunction (6 items) is comprised of what appear to be hallucinatory experiences: visual hallucinations; micropsia or macropsia; auditory hallucinations; tactile hallucinations; olfactory hallucinations; somatic hallucinations.
8. Physical Complaints (7 items) contains reports of somatic problems: motor or sensory dysfunction; dissatisfied with size or strength; palpitations, faintness, dizziness; anorexia. 9. Self-Depreciation (20 items) is made up of items in which 5 tells of his frailties or denigrates himself: feelings dried up; alcoholic or drug addict; rash; difficulty in decision making; afraid of acting out; getting nowhere; dissatisfied with appearance; suicidal thoughts; suicidal intentions; masochistic; impaired memory; wishful thinking; people avoid him; feels distant from people; no friends; guilt feelings; inferiority feelings; negative attitude toward future; intense regret.
10. Sexual Problems (9 items) groups together items indicative of problems stemming from sexual attitudes or behavior: uncomfortable when asked about opposite sex; has difficulty with opposite sex; impotent or frigid; sexual habits get him into trouble; worried about masturbation; homosexual, nymphomaniac; exposes genitals; sexual suggestion; sexual advance.
INTEROBSERVER AGREEMENT
The reliability of the interviewers' observations has been studied by comparing the results of two or more simultaneous but independent observers by intraclass correlation (Burdock, Fleiss, & Hardesty, 1963) . Reliabilities for total scores extended from .83 to .92, for groups of patients ranging in size from 26 to 83. Interobserver reliabilities for the subtests ranged in the .70s or .80s with one exception, Perceptual Dysfunction, which has since been revised (Burdock & Hardesty, 1966) .
STABILITY
Determination of stability by test-retest presents special problems for a technique like the SCI which is sensitive to short-term fluctuations in behavioral adaptation. However, since continuously hospitalized chronic psychotics might be expected to show relatively little change in adaptation over time, a small sample of nine chronic resident patients from a study of chronic schizophrenics (Burdock & Hardesty, 1966) was reinterviewed after 6 mo. These patients were drawn from a group who had been transferred from the regular continued treatment services of a large state mental hospital to a special intensive treatment unit and had been returned to the regular services because of failure to show sufficient improvement to warrant release. A correlation of .84 was obtained between total scores for the two occasions. Fisher's z transformation provided 95% confidence limits as follows: .40 < r < .97.
VALIDITY
Justification for use of a total score as a gross index of severity (or acuteness) of psychopathology was based on experience with the Ward Behavior Inventory (WBI; Burdock, Hakerem, Hardesty, & Zubin, 1960) , an instrument developed by the present authors prior to the initiation of work on the SCI. The items of the WBI are molecular, and call for naturalistic observations by a psychiatric nurse or attendant, who, however, avoids direct contact with the patient. In the development of the SCI, relevant items from the WBI were adapted for use in the interview situation. The WBI was 1 of 21 instruments chosen to assess the efficacy of phenothiazines for the treatment of acute schizophrenia in a nine-hospital collaborative study under the direction of the National Institute of Mental Health Psychopharmacology Service Center. A multiple discriminant function analysis of the data showed the WBI total pathology score "to be the single measure most efficient in discriminating between the drugs and placebo . . . [Cole, 1964, p. 25] ."
Some evidence for validity of the SCI total score has been obtained by correlating the SCI with the WBI. Significant correlations, .35 and .68, were found between the SCI and the WBI for samples of 73 and 16 patients, respectively, while for an unstructured psychiatric interview with 73 patients the correlation with the WBI was insignificant, only .22 (Burdock & Hardesty, 1964) .
SCORING
Because the frequency distributions of scores for both total and subtests follow exponential decay curves, transformations were applied to the raw scores in order to reduce skewness and stabilize the variance. The determination of an appropriate transformation followed Bartlett's (1947) criteria for minimizing the dependence of the variance on the mean.
The 10 subtests contain different numbers of items. Therefore, the transformed scores of the normals were converted to standard form with mean of zero so as to facilitate profiling of an S's scores on the different subtests, and to allow for comparisons among individuals and groups. Although total raw score is actually the sum of the subtest scores, it was standardized independently to obtain a measure of overall level of psychopathology. The 10 subtests, in turn, provide standard scores for pattern analysis. A study of the relation between SCI patterns and diagnosis has been carried out on a sample of 361 hospitalized mental patients (Burdock & Hardesty, 1966) . Figure 1 illustrates certain systematic differences among normals, outpatients, and inpatients. The sample of 870 inpatients includes 272 chronic resident schizophrenics from the study just cited who were interviewed in state hospitals. Most of the remaining inpatients were interviewed at time of admission or readmission to an acute service. With the exception of the chronic schizophrenics, the interviews were carried out by interviewers who knew only that S was a psychiatric patient. The outpatients were a sample of applicants to a psychiatric clinic. The diagnoses recorded on the individual cases described below were obtained by independent examination of the case records after completion of the interviews. With normals as a reference base, outpatients and inpatients show about the same average levels of pathology; that is, mean total score for each group is 2£ standard deviations above the mean of the normals. However, while the inpatients tend to exceed the outpatients on most of the subtests, the latter score higher than the inpatients on Fear-Worry, Physical Complaints, and Self-Depreciation. Since clinic patients tend to include more neurotics, while inpatients are mostly psychotics, it is not surprising that the inpatients show more Conceptual Dysfunction, Incongruous Behavior, Incongruous Ideation, Lethargy-Dejection, and Perceptual Dysfunction, while the outpatients are highest on Fear-Worry, Physical Complaints, and Self-Depreciation. group of nonpsychiatric Ss. Total scores are set off at the extreme left, followed by the profile of subtests. The three organics represented here were interviewed at time of admission to hospital. The overall level of pathology is about the same for the three patients, about 1£ to 2 sigmas above the mean of the normals. All three patients show a lack of Anger-Hostility and Incongruous Ideation, but elevated scores on Conceptual Dysfunction and Lethargy-Dejection. These features are consistent with expectancies expressed in the clinical literature. Other common features of the three profiles are low scores on Perceptual Dysfunction and SelfDepreciation. Figure 3 presents successive profiles of a female manic-depressive patient who was interviewed three times at intervals of 2 mo. The first interview took place on admission to hospital, the second interview 2 mo. later at the request of the psychiatrist because of a marked change in the patient's behavior.
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The third interview was held 2 mo. after the second, on a follow-up visit by the patient who had been released in the interim. The three total scores show a progressive decline in overall level of psychopathology from a high of 2 sigmas above normal to less than 1 sigma above. The profile of subtest scores shows two features which remain relatively high on all three occasions: Anger Hostility and Self-Depreciation. In her manic phase at time of admission, the patient showed extreme Incongruous Ideation and had numerous Physical Complaints. She also manifested considerable Conceptual Dysfunction, Incongruous Behavior, and Fear-Worry. Two months later, in a depressed phase, Incongruous Ideation, Conceptual Dysfunction, and Incongruous Behavior together with Physical Complaints had all declined to normal, but Lethargy-Dejection had risen. By the time of the follow-up interview, Fear-Worry had returned to normal, but Conceptual Dysfunction had increased again to a significant extent and, together with Anger-Hostility and Self-Depreciation, reflects the persistency of deviation from the normal reference group. Figure 4 illustrates the potentiality of the SCI for screening. Profiles of two normals are shown side by side. One of these, a relatively low normal, has a total score within half a standard deviation above the mean, and shows some elevation on Anger-Hostility and Lethargy-Dejection. The other 5 has a total score more than 1£ standard deviations above the mean. Her profile shows extremely elevated scores on Anger-Hostility, FearWorry, Self-Depreciation, and Lethargy-DeFio. 3. SCI profiles of a manic-depressive patient interviewed three times at bimonthly intervals. Fio. 4. SCI profiles of two normals.
jection, together with suspiciously high amounts of Conceptual Dysfunction and Incongruous Behavior. In any screening program the latter S might well be referred for a detailed psychiatric evaluation. In summary, the SCI has been designed to serve as an individual test for manifest psychopathology. It can provide reliable scores when it is administered and evaluated by a specially trained clinical or counseling psychologist. It may be used to compare patients with one another, to follow up changes in individual patients, or to detect Ss with potential pathology in the community. The interview has been carefully arranged so as to move sequentially by a systematic, but apparently casual, progression from one area to another of the S's life situation. Because the interviewer is trained to avoid applying any pressure, the scores obtained from the SCI offer a conservative estimate of potential psychopathology. While the technique may fail to uncover a well-masked psychopath or to detect a carefully concealed character defect, or even to identify a compensated neurotic, it is less likely to err in the direction of suggesting pathology when there is no basis for it.
In the development of the SCI, the authors have intentionally adopted an empirical bias by focusing on those features of psychopathological behavior which are commonly recognized as significant for screening and for the management of patients. The avoidance of a specific theoretical point of view will, it is hoped, make the technique more generally acceptable to psychologists of various theoretical persuasions.
